SIR-We read with interest the article by Clayton et al. on tracheal pH monitoring and aspiration in acute stroke [1] and agree with their suggestion that research into this area is much needed. We have been concerned about the risk of aspiration in patients with dysphagic stroke who are fed by percutaneous endoscopic gastrostomy (PEG) tube. The median survival of PEG-fed stroke patients is 10 months, with aspiration pneumonia being the commonest complication [2] . Oesophageal manometry in patients following dysphagic stroke has shown that many have oesophageal sphincter dysfunction [3] , which may lead to regurgitation of gastric contents.
We performed oesophageal manometry and 24-h oesophageal pH studies on five patients with recent onset dysphagic stroke, within 1 week of PEG placement. Patients were fed via the PEG tube for 16 of the 24 monitored hours and were nursed according to standard protocols. In keeping with previous reports [3] , we confirmed lower oesophageal sphincter (LOS) dysfunction in four of the five patients. In two patients, we also demonstrated significant gastro-oesophageal reflux (GOR). One patient with significant GOR made a good neurological recovery, so that the PEG feeds were stopped after 6 weeks, whereas the other had three episodes of aspiration pneumonia and died 4 months after PEG insertion. The three patients with minimal GOR had better survival (all >8 months) and had no documented episodes of aspiration pneumonia.
In these PEG-fed patients, GOR was greatly influenced by patient position. There were significantly more reflux events whilst the patients were in either the right lateral or the supine positions than in either the left lateral or the sitting positions. GOR events are known to be more common in the right than in the left lateral position [4] , but this has not previously been documented in stroke patients. In total, there were 205 reflux events. Fifty-one per cent of these occurred in the right lateral position, 2% in the left lateral position, 30% whilst supine and 17% when the patients were sitting (or at >45° head up). This difference occurred despite roughly equivalent times in each position (overall proportion of time spent in right, left, supine and sitting positions was 22, 23, 25 and 30%, respectively).
In conclusion, we agree with Clayton et al.
[1] that better identification of patients who aspirate post stroke is important. Our small data series on PEG-fed stroke patients indicates that LOS dysfunction and GOR are common and that GOR is influenced by patient position. It may be prudent to nurse patients in the left lateral, rather than the right lateral, position during PEG feeding. Furthermore, significant GOR during PEG feeding may predict a poorer outcome and may be an indication for a jejunal feeding tube. on the efficacy of non-invasive ventilation (NIV) for respiratory failure in elderly patients. Published data are very important because they support the possibility to transfer the results till now obtained in younger respiratory patients also in the larger segment of population needing hospitalisation due to acute exacerbations of chronic obstructive pulmonary disease (AECOPD), i.e. elderly patients.
We like to contribute to this topic with observational data obtained in a recently developed medical sub-intensive care unit (SICU) for elderly patients. In a 24-bed geriatric ward following the acute care for elders (ACE) model of care [3] , we have dedicated four beds to a SICU [4] . Our model is developed to meet the needs of critically ill elderly medical patients who do not require global intensive care but a higher level of care than that provided in a general ward. The technological equipment of the SICU (monitors for cardiac and respiratory function, non-invasive mechanical ventilators, peristaltic and volumetric pumps for i.v. therapy and enteral nutrition, etc.) allows non-invasive monitoring of vital signs and/or intensive interventions. From February 2003 to June 2005, 852 patients aged ≥60 years were admitted to SICU. Non-invasive mechanical ventilation was commenced in 174 patients (20.4%). A decision to commence or exclude NIV treatment was taken by the intensivist physician in charge at our hospital emergency room according to British Thoracic Society criteria [5] . Of NIV patients, those with a hypercapnic respiratory failure due to AECOPD were 127.
The NIV was used as much as possible in the first 48 h after admission, and patients were subsequently weaned off according to clinical improvement and arterial blood gas results. Arterial blood gas tension and respiratory rate were measured before NIV and at 1 and every 4 h after NIV. Pulse rate, respiratory rate, blood pressure and oximetry were continuously monitored.
Bi-level pressure support ventilators (Respironics) were used with full-face masks. Initial ventilator pressure support was 10 cmH 2 O. Inspiratory pulmonary alveolar pressure (IPAP) was increased by 2 cmH 2 O increments during the first hour according to patient's tolerance up to a maximum of 20 cmH 2 O and then subsequently according to clinical response, measurements of arterial blood gas and the patient's ability to tolerate the NIV.
Characteristics of patients are described in Table 1 . One hundred and fifteen patients (90.6%) were successfully initiated on and tolerated NIV because 12 patients (9.4%) failed to be initiated on NIV due to inability to tolerate the mask. No patient developed any severe complications from NIV except facial skin lesions (n = 14). Of the 115 patients who were initiated, NIV was successful in 90 patients (78.3%) as defined by clinical improvement (4 h after NIV pH was 7.39 + 0.1; PaCO 2 : 52 + 21 mmHg). The other 25 patients (21.7%) failed to meet the above criteria of improvement; of these, four (3.4%) were transferred to the ICU for endotracheal intubation and mechanical ventilation, and 21 (18.3%) were considered end stage. All 25 patients died in hospital. In particular, in elderly patients without disability and dementia (n = 24), mortality was 8.3% (n = 2), in those with disability but without dementia (n = 59), mortality was 25.9% (n = 15) and in those with disability and dementia (n = 32), mortality was 25% (n = 8).
Our data support the Balami's indications that NIV can be used in elderly patients admitted with hypercapnic respiratory failure secondary to AECOPD. The study reports a high treatment efficacy showing that NIV can be used as an alternative to endotracheal intubation and mechanical ventilation in an ICU in selected elderly patients with acute hypercapnic respiratory failure due to AECOPD. Even if mortality was higher in the more severe patients, we found that NIV is effective also in disabled as well as in disabled and demented patients, indicating that barriers generally considered for these procedures may be overwhelmed in a dedicated geriatric setting. Its tolerability, success rate and associated global mortality are comparable with those of younger patients [6] . As all patients transferred to the ICU died, we can infer that NIV may be used as a ceiling of treatment in severe old patients with hypercapnic respiratory failure due to AECOPD. In conclusion, on the basis of our data, we completely agree with the Connolly's comment to Balami et al.' s article that we 'should be considering and 
